parison, for examination of the age-and sexspecific rates from the two studies suggests that the two groups, although of roughly similar size, may be differently composed. What emerges most clearly is the need for standard definitions, the need for suitable methods of identification of disabled individuals and an appreciation of the size of the problem in the community. The Problem in General Practice My paper must inevitably be largely taken up with a description of the objectives towards which the Health Service is moving.
There is a traditional concept of what is known as medical 'treatment'. Since the early part of the century this has been made available to the majority of the population in this country at cost or at reasonable cost. In 1948 it became available to every member of the community, irrespective of colour, class or creed, free of charge at the time.
This at once put an immense strain on the general practitioner; the vast increase in work load, disillusionment with the conditions under which he had to work and a growing cynicism with the mass of petty calls upon his time, all took their toll upon the doctor-patient relationshipparticularly in the denser conurbationsand whilst the work of 'practising generally' continued, the role of being a family doctor was increasingly threatened, the more so because his traditional role within the community was being broadened by the addition to it of the duties previously undertaken by the Manor and the Church.
The GP accepted that all people should have free access to him (since with this went the freedom to prescribe all types of treatment, irrespective of cost, for all types of patient), yet he soon foundas did his patientsthat he had little time to treat, less time to talk and even less time for the exhibition of those basic and necessary attributes of patience, sympathy and understanding. It looked as though the concept of the primary physician, the doctor of the first instance or, as many of us preferred to call him, the family doctor, was doomed to death. Yet slowly, involuntarily and for several reasons, none of which I have time to enumeratebut not the least of them was the rising cost of the servicethe situation began to change.
The College of General Practitioners was born; the, to me, iniquitous 'pool' system of payment which encouraged a mediocre standard of practice gave place to the new Charter, which invited a high standard. Doctors came together in groups, sharing the workload, learning from each other, finding time offfor leisure and postgraduate education; Postgraduate Medical Centres were being built in the grounds of district hospitals, bringing all disciplines together to talk to each other, to learn from each other, andabove allto understand one another and each other's role in the care of the patient: with these came the attachment of nurses, health visitors and midwives to group practicesall looking after the same patients, and again each coming to understand the role of the other in the care of patients.
All this time, too, in some areasand increasingly over the countrythere was open access for GPs to the laboratory and X-ray services of the district hospital and the availability of domiciliary consultations by hospital doctors on request from their GP colleagues. It is sad that in some areas this vital service is still not available, or only to a limited degree. More recently GPs have been moving into Health Centres where all the facilities of the group practice premises can be mingled with others, such as the training of undergraduate, postgraduate and paramedical students and greater opportunities for research, for continuing education and total care. All this adds up to a life for family doctors and their colleagues within the community which could be completely fulfilling and worthwhile.
Here I have reached my idea of the objective for the future of the health services within the community outside the hospital. An objective which has not been suddenly reachedthough it is now beginning to shine more and more clearly through the hitherto darkening skybut has come about by evolution, involuntarily, almost in spite of the Health Service; yet, I submit, inexorably. For we must no longer talk of 'treatment', but of 'total care', of which treatment is merely a part. And it is towards this concept of 'total care' that we must worknot just in one general practice but in all practices, not only in one part of the country but everywhere.
It will be years, decades, before this concept is fully attained. It is deep-rooted in us that patients can only be properly treated in hospitals, although nine-tenths of them are still cared for in the community outside. Already, too, the Government, for political reasons, has put the clock back several years by dividing health from the social services, taking psychiatric social workers and home helps away from health as if they were not a part of total careyet total care is not possible without them. I find, for example, that it is impossible to explain to or get a politician to understand that the community is capable of looking after the great majority of the sickness and needs of patients, provided that there is someone available to help to look after the home. On the contrary, no matter how good the nursing and the doctoring, the patient must be moved from home to hospital if there is no-one to dust, or cook a meal or look after the fire. The politician still, regrettably, thinks of treatment as a ten-minute call by a doctor, and a visit by a nurse to wash the patient and make a bed. If ever there was a reason for keeping medicine out of politics this is it.
Why have I given at such length a description of the gradual progress of medical treatment into the broader concept of total care? I hope it has become obvious, although I have not mentioned it as yet, that total care within the community outside the hospital is just not possible unless the department of daily living, the specialist in physical medicine and the physiotherapist are prepared to broaden their orientation from hospital to community. This is an unfair comment, perhaps, for I know that all three not only co-operate fully with the community services but also are prepared to work fully within the community. The point isand I do not mean this harshly or destructivelythat you are thought of as a hospital service.
Yet if one looks at the majority of the patients of whom I am talking and who deserve to and should be cared for in their own homesthe elderly and the chronic sick or the disabled of any age groupit is virtually impossible to look after these people without the help of the department of daily living. And this goes right back to the ground roots, for if we are to look after them in flats, or flatlets, in an all-age-group environment, with nursing help available if required, then the specialist in physical medicine must be part of the local authority team designing those flats; similarly, if we are to modify houses to take in and care for this type of patient, there must be full consultation with the specialist department.
I know that there are conflicting views on the uses of or the need for physiotherapists in the home. But there are occasions and types of cases and certainly you should be asked to assess thesewhen physiotherapists are needed within the community. I wonder, for example, if all those ambulances are needed to call at all those houses and take all those patients to the department in the hospital. I can envisage saving considerable time and even money, and certainly giving greater patient-comfort and satisfaction, by a movement the other wayfrom hospital to home. More propaganda is needed; more advertising, more visits to group practice and health centres. Base yourselves on the hospitalas I agree you must -but be seen to accept the whole community as your responsibility, whether inside the hospital or outside it. Go further, if you will, and help us to keep patients out of the hospital and not to force them into it.
In the same way that we -the doctors, nurses, health visitors, midwives and others in our health centre team -welcome co-operation from psychiatrists who work with us, and medical officers of health; in the same way that in some health centres (particularly those physicially attached to hospitals) specialists are doing outpatient sessions in the centres; so we would like to have you with us, to teach us, as we need to be taught, how you can help us, to tell us what facilities you have to offer and how you can take such a useful and vital part in the total care of our patientsin their homes or in a communitybased environment outside the hospital.
We would like you to understand that the health centre is as much yours as ours. In fact, we should learn to expect your presence with us and I am sure we should be prepared to play our part in bringing about this very necessary collaboration.
I am, in fact, asking you to be seen to be members of the total-care team, not just in hospital but within the community. During my tours round the country I have seen the elderly and the chronic sick taking up precious beds in the new Hilton-type hospitals and in cottage hospitals. They do not want to be there and the hospital authorities are anxious to use the beds for patients in need of more active treatment. This is not a failure of the hospital service but of the community which is still not geared to accept these patients. Yet from the point of view of finance and of patient-satisfaction alone they should be either in their own homes or in a homelike environment. I submit that this is not possible without your active participationand I am asking you to give it. This symposium wisely recognizes that the care of the chronic sick poses different problems at different ages. The problems in the young are considerable, unique, and well worth separate and serious consideration. Recent changes in the
